SUMMARY The severe consequences of prolonged impaction in the oesophagus of a fairly radiolucent foreign object (aluminium can top) in 2 children are reported. The value of endoscopy in cases of unexplained dysphagia, even in the presence of normal radiographic examination, is stressed.
Ingestion of foreign bodies by infants and small children is common. In many cases, the foreign object passes uneventfully through the gastrointestinal tract.1 2 Impaction occurs most often in the upper third of the oesophagus. Generally, the history, clinical symptoms, and plain x-ray investigation establish the correct diagnosis. Occasionally, as a result of mild initial symptoms or the ingestion of a radiolucent object, the diagnosis of an oesophageal foreign body is delayed for several months or even years with severe consequences or even mortality.
The aluminium ring can top is a classical example of a fairly radiolucent foreign body which may easily be overlooked on a plain radiograph. Delay in the extraction of an impacted can top in the oesophagus may result in transmural ulceration into the mediastinum with consequent abscess formation,3 haemorrhage from one of the great blood vessels,4 or stricture formation.
Patients
Case 1. This 8-year-old girl had been investigated at age 2 years because of a 6-month history of recurrent upper respiratory tract infections and for feeding problems since birth. Plain x-ray film of the chest showed a slight widening of the superior mediastinum. A contrast swallow showed a small hiatus hernia with minimal gastro-oesophageal reflux. The child was reviewed at regular intervals for the next 6 months, and as her weight remained on the 50th centile for her age, she was eventually referred back to the family practitioner for further management.
She continued to experience difficulty with swallowing and failed to thrive. At age 8, she was admitted to her local hospital with a further respiratory tract infection. Her weight had fallen to below the 3rd centile for her age. A barium swallow (Fig. 1, left) showed a large multilocular diverticulum at the level of the thoracic inlet with a long distal oesophageal stricture extending to the level of the 3rd vertebra. Tomography of the superior mediastinum clearly demonstrated the presence of a pull-ring situated at the thoracic inlet (Fig. 1, right) . Oeso- phagoscopy confirmed the presence of the pull-ring within the upper oesophagus and the distally strictured lumen. The ring was firmly embedded in the oesophagus and in view of the possible adherence to adjacent blood vessels no attempt was made to extract it. A feeding gastrostomy was fashioned as the child was unable to swallow even thin liquid food at this stage. Three weeks after admission the affected oesophagus was explored via a combined cervical and mediastinal approach through an upper median sternotomy incision. The upper third of the oesophagus was found to have been virtually replaced by granulation tissue and after extracting the foreign body, reconstitution of the oesophagus was impossible due to extensive ulceration. The distal oesophagus was oversewn and the proximal end brought out on to the surface as a cervical oesophagostomy.
Three months later, oesophageal replacement by gastric interposition was carried out via a left thoraco-abdominal approach. The (Fig. 2) . This part of the oesophagus appeared to be displaced anteriorly and to the left by an extrinsic mass. The provisional diagnosis was a foregut duplication cyst. An oesophagoscopy showed the stricture at 12 cm from the incisor teeth but no mucosal abnormality was noted.
Bronchoscopy was normal. At exploration via a right posterolateral thoracotomy, a 3 x 4 cm cystic mass was found lateral and posterior to the upper oesophagus. The mass was densely adherent to the surrounding structures and to the oesophagus. During a difficult mobilisation the cyst ruptured revealing its contents of purulent fluid in which a metal can top was present. After excision of the abscess wall, a small 0-5 cm defect in the right lateral wall of the oesophagus was repaired. The postoperative course was uneventful.
Discussion
These two cases stress the problems in the detection of fairly radiolucent ingested foreign bodies and the consequences of prolonged impaction of such an object within the alimentary canal. In the case of 
Method
The turbidimetric serum pancreatic lipase (EC 3.1.1.3) assay,6 available as the lipase monotest (Boehringer-Mannheim), was adapted for dried blood spots. The lipase reagent was prepared as recommended by the manufacturer. Dried blood standards (lipase activity 0, 60, 120, 240, and 480 U/l serum) were prepared from appropriate dilutions of the kit serum standard with saline, and mixed withwashed and packed red blood cells to a final haematocrit value of 50%, or were added to dried blood spots containing no lipase (inactivated by heating7).
To elute the lipase from the dried blood sample or standard, 1X5 ml of cooled (00-40C) lipase reagent was added to a dried blood spot, 6 mm in diameter, and placed in a refrigerator overnight or for at least 3 hours. As the samples were small and there was 
